Supplement 47 before we suggest them, let alone urge them upon our patients. I would like to end my remarks by saying how much I owe to the inspiration and teaching of the late Professor Grey Turner, of Newcastle upon Tyne, who addressed a similar combined meeting in 1924.
Technique
(1) The pelvis is cleared except for the sacral plexus, the obturator nerve and the iliac vessels; even fat and lymphatics are removed by gauze dissection.
(2) Ligature of the internal iliac artery at the start of the operation is essential to prevent excessive bleeding. I lost a patient by omitting this technical detail. Furthermore I believe that there is more bleeding if the pelvic exenteration is performed for rectal cancer than if it is for cancer of the cervix.
(3) Any part of the gastro-intestinal tract, after being disconnected, can be used for reconstruction of urinary diversion.
Verhoogen in 1908 chose the ileocecal region and fixed both the ureters in the cecum; the ileum is exteriorized through the abdominal wall and the patient can be catheterized three times a day, the valve of Bauhin keeping the region dry in the meantime. Cuneo preferred the small bowel as a urinary reservoir; at 20 cm. above the ileocaecal region he isolated 20 cm. of small bowel. Seiffert in 1937 improved this technique by bringing the small bowel, with the ureters, into contact with the abdominal wall instead of with the perineum. The sigmoid colon can also be used as a new bladder, both urinary and fecal stomas can empty their contents into the same receptacle. The "wet colostomy" means implanting the ureters in a functioning colon near the stoma, and Alexander Brunschwig is in favour of this method.
(4) The anastomosis of the ureters in the new bladder, after being improved by many technical procedures, is best performed by simple muco-mucous apposition with interrupted stitches.
I have personally performed five pelvic exenterations:
Case I (Dr. Tuts).-During a Miles operation I found an unforeseen invasion of the bladder; I made a "wet colostomy" during the abdominal phase, but afterwards, during the perineal phase, the patient collapsed on account of a sudden hemorrhage. I was not yet aware of the procedure of tying the hypogastric artery.
Case II (Dr. Van Houdt) had a rectovesical carcinomatous perforation.
"Wet colostomy." Died of peritonitis the eighth day with leakage from the right ureter.
Case III had cedema of the bladder wall in contact with the rectal cancer. "Wet colostomy." This patient, a stone-mason, resumed his work for eight months; then suddenly he died in a fortnight from pyelonephritis with calculi in both the kidneys.
Case IV (Dr. Ursi).-Four years earlier I had performed an abdominoperineal amputation for a perforated rectal cancer. Numerous recurrences were treated twice by radium and thirteen times by local resections in the perineum. Pain was great. Eighteen months ago pelvic exenteration because of hlmaturia on two occasions. Urinary diversion using the ileocecum. For many months a urinary fistula has been present at the perineum. The patient is still living, without a local recurrence, but for the last few weeks he has had paralysis of both legs caused by a metastasis in the lumbar spine.
Case V (Dr. Smet) was operated on four years ago by a surgeon who at that time declared the case inoperable. He made a double-barrel colostomy and ordered perineal radiotherapy, which provoked necrosis, with the result that the patient left the clinic with a cavity in his perineum in which both fists could be placed. Gradually a fistula the size of half a crown developed between bladder and rectum, the walls being covered by recurrences.
A year ago I performed pelvic exenteration and used as urinary diversion that part of the sigmoid colon which remained between the rectovesical pouch and the double-barrel colostomy. For a few weeks there was a urinary fistula at the Proceedings of the Royal Society of Medicine perineum. At the present time, feces are evacuated through the proximal colostomy opening by a daily enema, and urine is evacuated through the distal opening by a catheter leading into a vessel strapped to the leg. The patient, who on entry was dying and weighed 40 kg., left the clinic three months later, weighing 52 kg.; he has taken up his job again as a cobbler, is not inconvenienced, shows no signs of recurrence and three days ago he was in perfect health.
Conclusions.-This rather sombre picture gives us cause to consider whether surgery is indicated in such extreme cases. As far as I am concerned, I try to operate on rectal cancer, however far advanced the lesion may be.
Cancerous proctitis is so painful that an attempt to remove the cancer should be made even if the bladder is invaded and even if this is followed sometimes by rather unsatisfactory results. There are encouraging cases. Furthermore, this kind of surgery is making rapid progress and a therapeutic gesture, even if the result is not completely satisfactory, may still be worth while.
Kansas City, Missouri THE purpose of this discussion is to present the advantages of a permanent skin-level sigmoid colostomy. The development of this type of colostomy was a slow process because we were reluctant to desert old concepts.
The old concept of single-barrel colostomy construction advocated leaving 3 to 5 cm. of bowel protruding above the skin level for the fallacious reasons that the colostomy was easily inspected and permitted early diagnosis of vascular impairment requiring correction, that stomal retraction and stenosis would be prevented, and that the discharge was more easily delivered into a receptacle.
Actually Interestingly enough the many advantages of a skin level stoma were discovered by serendipity. In one of our patients a marginal vessel accident, possibly from the pressure of dressings on the exposed segment of bowel, resulted in necrosis to skin level. Stenosis did not develop, irrigations were easily managed, only a small flat dressing was necessary and tight clothing could be worn with the traumatic factor virtually eliminated. This patient was so happy with the skin-level stoma that we were stimulated to revise all subsequent colostomies following the primary surgery. The time interval of twelve to fourteen days was chosen to ensure firm healing of viable bowel to the abdominal wall. Experience has shown that this waiting period is unnecessary.
Microscopic sections taken from a maturing stoma at seven (Fig. 1) and fourteen days revealed serositis and progressive fibroblastic proliferation. The end-result of this process became evident in the gross and microscopic examinations of specimens removed from matured stomas with stenosis ( Fig. 2) . 
